The 'Roles in Practice' framework was introduced into the revised ANZCA curriculum in 2013. We conducted an online survey of Supervisors of Training in Australia and New Zealand to assess understanding of this framework, and teaching and perceived value of the non-scholar intrinsic roles within the framework. One hundred and forty-three survey responses were received (response rate 60.8%). The majority of respondents (52.1%) reported only a fair understanding of the framework. Formal teaching of all the roles was consistently reported as infrequent, with most teaching occurring through the informal curriculum. The Communicator, Collaborator and Professional Roles were rated as better taught and more important to teach than the roles of Health Advocate and Manager. The Communicator Role was perceived as being the role for which the development of resources would be most valuable. Respondents overwhelmingly nominated small group teaching as the preferred medium for resource development of all intrinsic roles. Our survey indicates that there is a need to increase both the understanding of the Roles in Practice framework and the teaching resources available in the ANZCA Supervisor of Training community.
The Australian and New Zealand College of Anaesthetists (ANZCA) introduced a competency-based curriculum in 2013 1 . This includes the ANZCA 'Roles in Practice', based on the CanMEDS competency framework 2 , which reflect a recognition that medical expertise alone is insufficient for contemporary anaesthetic practice. This is consistent with curriculum developments across other specialties and countries, reflecting the importance of the interests of patients and other stakeholders in determining the desirable outcome of professional training and the attributes of subsequent professional performance 3 .
In the ANZCA curriculum, the original CanMEDS roles have been elaborated with distinct learning outcome statements that anchor them both in anaesthetic practice and in an Australian and New Zealand context. Alongside Medical Expert, the Roles in Practice include six 'intrinsic roles' 4 , namely Communicator, Collaborator, Professional, Manager, Health Advocate and Scholar.
This study aims to investigate the level of educator understanding of these newly prominent intrinsic Roles in Practice and how they are being taught in anaesthetic departments in Australia and New Zealand; if those responsible for supporting anaesthesia training have access to teaching resources in these curriculum areas; and if they would value the development of such resources.
The Scholar role was not included as part of this study as ANZCA has already mandated assessable activities and provided links to existing resources to support teaching in this area in contrast to the other intrinsic roles.
Methods
Ethics approval was obtained from The Alfred Hospital Ethics Committee (502/13) prior to commencement.
To allow comparison of respondents with the targeted study population, the following demographic variables were sought: practice location, years since Fellowship attained, years spent as a Supervisor of Training, number of weeks of hospital accreditation for training years 1 to 4, and hospital training classification.
Survey questions (Appendix 1) were designed to address the hypotheses that: • Educators have a good understanding of the Roles in Practice framework. • A variety of methods is currently used for teaching the individual intrinsic roles in hospital departments. • Teaching of the intrinsic roles ensures trainees meet curriculum learning outcomes. • Some intrinsic roles are valued more highly by educators than others.
• Educators would support the development of new resources to support teaching the intrinsic roles. • A variety of media would be preferred to support teaching the intrinsic roles.
After minor amendments to improve clarity following a pilot with six Supervisors of Training, the survey questions were finalised. Comments were invited in each section of the survey. The survey link was then emailed to all 235 Supervisors of Training in Australia and New Zealand. Participation in the survey was entirely voluntary, responses were anonymous, and IP addresses were not stored. After two weeks, study participants were sent a reminder email and the survey was closed two weeks subsequently.
Sample size calculation for dichotomous responses, with α=0.05 and precision of 5%, yielded a maximum requirement of 147 respondents where the proportion of agreement equalled 50% 5, 6 .
Descriptive statistics for the demographic factors were compared to known information about the population of Supervisors of Training using Pearson chi-square tests. Dichotomous proportions are expressed as percentages, with a calculated margin of error based on the actual number of respondents and α=0.05 5, 6 . Other results are presented using descriptive statistics only. All statistical tests were conducted using SPSS for Windows (version 20.0, 2011, IBM, Armonk, NY, USA). The comments sections were not statistically analysed and informed the discussion.
Results
One hundred and forty-three Supervisors of Training answered the survey, giving a response rate of 60.8% with 14.6% of responses incomplete. Based on the results of a chisquare goodness-of-fit test, the distribution of Supervisors of Training by region was not significantly different from expected, χ 2 (7, n=140)=7.0, P=0.429. A high proportion of Supervisors of Training are in the first five years post Fellowship and a majority have been Supervisor of Training for less than five years ( Table 1) . This is consistent with information from ANZCA that the mean length of Fellowship at appointment is 2.9 years and the median length of time as a Supervisor of Training is 4.1 years (F Rhoads, personal communication).
Supervisors of Training from hospitals accredited for 52 weeks of training appear under-represented, and those accredited for 156 weeks, or classified as rotational base hospitals, over-represented. Chi-square testing confirmed hospital accreditation length differed significantly from expected, χ 2 (3, n=139)=12.08, P=0.007, as did distribution by hospital training role, χ 2 (3, n=138)=10.95, P=0.012 ( Table 2) . This result is consistent with the fact that hospitals accredited for longer training have more trainees and hence more Supervisors of Training.
Regarding the key question of perceived understanding of the Roles in Practice framework, the majority of respondents (52.1%) had a self-reported 'fair' understanding, and only 31.0% reported a "good" or "very good" understanding ( Figure 1 ). The instructional methods that respondents reported they used in their departments to teach each role are presented in Table 3 . The Health Advocate and Manager Roles were less often specifically taught than the other roles, with Professional and Communicator Role teaching most frequently reported. Health Advocate teaching reportedly relied on simulation instruction more than the other roles. All studied instructional methods were employed to a greater or lesser extent for all roles (Figure 2) , with a high level of teaching for all roles occurring by modelling, workplacebased assessment feedback and Supervisor of Training performance assessment interviews. Mentoring was reported as particularly important for the Professional Role, while formal teaching was low across all the roles.
The degree to which responding Supervisors of Training agreed that the current teaching ensures curriculum goals are met is presented in Table 4 . With the possible exception of the Manager Role, where only 53% agreed (and the margin of error was 6%), a majority of responding Supervisors of Training were confident that curriculum goals were being met. Teaching for the Communicator, Collaborator and Professional Roles was seen to best meet the learning outcomes, followed by Health Advocate and then the Manager Role (Figure 3 ).
Regarding the importance of teaching the intrinsic roles, there were very few responses that disagreed (Table 5 ). There was a higher proportion who strongly agreed with teaching the roles of Communicator, Professional and Collaborator (Figure 3 ).
There was strong support from respondents for the development of resources to support teaching in all the intrinsic roles. While the degree of agreement was similar for all roles, there was a higher proportion who strongly agreed with the utility of resource development for the Communicator Role (Table 6) .
Respondents supported the development of resources using a variety of instructional methods for intrinsic role teaching, but small group teaching was the most preferred method for all roles (Figure 4 ).
Discussion
While the data are self-reported, the majority of responding WBA=workplace-based assessment, CPR/CUR=clinical placement review/core unit reviews. Canada originally adopted the CanMEDS framework 7 . In the Canadian study, 16% of Program Directors had a poor or very poor understanding of the CanMEDS framework, and 34% had a fair understanding. These results compare with 16.9% and 52.1% respectively in our study. The Canadian Program Directors were re-surveyed eight years later and the proportion with a fair or below understanding had decreased to 14%. It is conceivable that the low level of self-reported understanding of the Roles in Practice in our study simply reflects early implementation. The high level of intrinsic role-teaching that currently occurs through the informal curriculum is noteworthy. While the prominence of role-modelling and performance review interviews may be expected, it is interesting that feedback in workplace-based assessment is seen as one of the more common ways the intrinsic roles are currently taught. These assessments are a new feature of training introduced in the 2013 curriculum and this result suggests they fulfil an important role.
It is reassuring that respondents perceive that the learning outcomes in the intrinsic roles are currently being met, although this reassurance must be tempered by the selfreported lack of understanding of the Roles in Practice framework. The perception is less convincing for the Health Advocate Role and especially the Manager Role, and this correlates with the reported lesser importance of teaching these roles. It is possible that the lesser importance attached to these roles by Supervisors of Training might explain a lack of emphasis in teaching and a perceived lack of learning in this area of the curriculum.
In agreement with other work, our study identified the inherent value of teaching the intrinsic CanMEDS roles outside of Canada 8 . The reason the Manager and Health Advocate Roles are ranked as less important to teach than the other roles is not clear. The potential implication is that these roles are less valued. However, it may also reflect the limited space they have traditionally occupied in anaesthetic education and a lack of knowledge of these roles. Poor understanding of the Health Advocate Role has been reported in a Canadian context 9 . The role was also rated as less important in a Danish study, particularly amongst technical specialists such as anaesthetists 8 . Anaesthetic practice has historically centred on the operating room and technical expertise, but in recent years this has broadened with the expansion of pain management and perioperative medicine. For example, measures to influence smoking cessation in the preoperative assessment process provide a pertinent example of opportunities for health advocacy by anaesthetists 10 . The Draft CanMEDS 2015 Physician Competency Framework includes the re-naming of the Manager Role to Leader Role 11 . This re-labelling may reflect an acknowledgement by the Royal College of Physicians and Surgeons of Canada Expert Working Group that this role in its current form has not been embraced by practitioners to the same extent as the others.
There is clearly a perceived need for local resource development for all the roles. However, supervisors preferred development of resources for the roles that they most value rather than the roles where they report current teaching to be deficient-for example, study respondents would prefer more resource development for the Communicator Role than for the Health Advocate and Manager Roles. This is despite the fact that teaching of the Communicator Role is an important focus of much simulation education, and there are locally produced resources available [12] [13] [14] . However, whether the views of Supervisors of Training align with those of trainees and curriculum developers is yet to be determined. While the wishes of Supervisors of Training should inform the development of resources, a choice may need to be made between meeting identified deficiencies and supplying the resources most popular with supervisors.
That teaching predominantly occurs through modelling, workplace-based assessment feedback, trainee review and mentoring stands in contrast to the overwhelming preference for small group teaching resource development. This preference may reflect a desire to formalise teaching of the intrinsic roles or to support current teaching with formal teaching. It may also reflect an acknowledgement of the variability of teaching that can occur through the informal curriculum 15 and hence, the potential for the curriculum as experienced by trainees to diverge from the original curriculum intent.
Formalising teaching of the roles would provide the opportunity to align the formal and informal curriculum in this area. However, it is important when delivering this teaching not to lose sight of the large amount of overlap between the roles 4 , especially the Communicator and Collaborator Roles 1 . Teaching of the individual roles in isolation is a useful educational strategy, but the importance of integrating the roles in everyday practice must be emphasised. This study also highlights an important demographic feature of anaesthesia training in Australia and New Zealand. ANZCA Supervisors of Training are, in general, relatively inexperienced, not only as Fellows but also in their Supervisor of Training role. This inexperience may have implications for their ability as educators to adequately support trainee learning and achievement of curriculum goals. The implications of this extend beyond the scope of this study and the teaching of the intrinsic roles. However, strategies to maximise retention of experienced Supervisors of Training and provide support and mentoring for the inexperienced would be valuable adjuncts to resource development in this area.
The relatively high response rate is a strength of this study. As the entire population received the survey, our respondents represent a majority of Supervisors of Training. The close match between the demographics of our respondents and the population is also reassuring if generalising our results.
Weaknesses in the current study are inherent to the method used. Self-report relies on the self-awareness of Supervisors of Training and, with a survey, there is a persistent risk of non-responder bias in spite of the high response rate. A worst-case scenario, where Supervisors of Training who elected not to respond have a very poor understanding of the Roles in Practice or inadequate resources, would result in an overestimation of the depth of understanding and adequacy of teaching in this important curriculum area. With these caveats, it is clear that there is a need to enhance resources to support teaching of the intrinsic ANZCA Roles in Practice. The provision and dissemination of resources will need to incorporate interventions to improve educator understanding, as based on our results this cannot be assumed. As other specialties have also adopted the CanMEDS framework, there are opportunities for collaboration in resource development and sharing of resources. Creating an easily accessible centralised resource bank and utilising other resources available internationally and outside anaesthesia, such as those of the Royal College of Physicians and Surgeons of Canada, could also be explored 16 . Departments and individuals should be encouraged to develop resources for teaching the intrinsic roles locally. They can then share these with the wider medical education and anaesthetic community, fostering a 'community of practice' of educators interested in the 'intrinsic roles' 17 . 
